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‘Co-Pyronil ~~ 


(PYRROBUTAMINE COMPOUND, LILLY) 


. . . usually eliminates distressing symptoms without causing side-effects; 
allows the allergic patient to enjoy fully this ‘‘funtime’’ season of the year. 


rapid-acting ... relief usually noted 
within fifteen to thirty minutes. 


long-acting. . relief often maintained 
for eight to twelve hours; thus continuous 
relief is provided on a convenient dosage 
schedule. 


complete relief . . . more frequently 
obtained because of the complementary 
actions of two antihistamines and a 
sympathomimetic. 

Supplied as pulvules, pediatric pulvules, and 


suspension. Also, Tablets ‘Pyronil’ (Pyrro- 
butamine, Lilly), 15 mg. 








prescribe relief from allergy... prescribe ‘Co-Pyronil’ 


( ) 
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CURRENT THERAPY 








The Vasodilator Drugs 


By Epwarp EcBErT, M. D., EL PAso* 


In this, as in other fields of therapeutics, we as 
practicing physicians are bombarded by claims of 
superior effectiveness by the pharmaceutical houses 
for their products. We are anxious to prescribe the 
drug or drugs of choice, yet lacking the facilities both 
in quantity of clinical material and equipment it is 
sometimes impossible for us to do so objectively. 


There are. many favorable reports in the literature 
on the use of a single drug without comparing tts 
effectiveness under the same circumstances with other 
available agents. This fault is particularly prevalent 
in papers relating to peripheral vasodilators. How- 
ever, there have been a few fairly comprehensive 
papers, and it is from these that most of my com- 
ments are drawn. 


Because the peripheral vasodilators are generally 
ineffective in coronary artery disease, and the corona- 
ry vasodilators are without effect in peripheral vas- 
cular diseases, the first step in considering these agents 
is to divide them into these two major groups. 


Peripheral Vasodilators 


Simply because a patient no longer complains of 
intermittent claudication or some other subjective 
symptom, is not sufficient reason to feel that he is 
getting the best response possible. There are instru- 
ments now used to measure objectively blood flow 
(oscillometer, plethysmograph, thermocouple, etc.), 
but some faulty conclusions have been often reported 
because of a lack of understanding the physiology 
of the vascular system. 


Most of us have observed that nicotinic acid in an 
average therapeutic dose will cause a marked increase 
in blood flow to the face, which will give a very ap- 
preciable increase in the skin temperature of this 
“blush area” (skin of the face and neck), yet this 
same drug causes no increase in blood flow to the 
“glomus area”, (just proximal to the nail beds) 
another site commonly used to record skin temper- 
ature changes. 


Another Example 


Another example would be Priscoline which in- 
creases the blood flow in the glomus area very re- 


* Dr. Egbert this month is substituting for Dr. Jack A. Bernard, 
regular conductor of this section. 
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markably, but affects no change in the blush area, 
and according to one investigator, actually produces 
a decrease in muscle blood flow. Therefore, because 
someone reports good vasodilative effect in one area, 
it does not hold that the drug is good for all periph- 
eral vascular diseases. 


Drugs with a primary site of action in the blush 
area include nicotinic acid, Roniacol and papaverine, 
in their order of effectiveness, and none have any 
remarkable effect at the glomus area or in increasing 
the potential blood flow in a given extremity. How- 
ever, there is some reason to believe that there is 
correlation between the vasodilatation of the cerebral 
vessels and the capillaries of the blush area. 


Same Effect 

Hydergine, Priscoline, Tlidar, and Dibenzyline all 
have about the same degree of effect at the glomus 
site, and likewise have no effect on the blush area. 
However, they do show differences in their ability 
to increase muscle and/or potential blood flow. 
Arlidin yielded the greatest (200 per cent) increase 
in muscle blood flow among various drugs tested. 
Hexamethonium and Regitine caused some very 
spectacular changes in certain studies but are not 
generally recommended for these types of disorders. 


From these studies it would appear that Illidar 
(25-75 mg., tid.) and Arlidin (6 mg., t.id. to 
32 mg., q.i.d., oral - 2.5- 5.0 mg., q 4h i.m. paren- 
teral) are clinically the most potent. Preparations 
most commonly used by intraarterial injection are 
histamine and Priscoline; the latter being preferable 
by slow continuous drip. 


Space will not be taken to discuss the general man- 
agement of the peripheral vascular diseases, but such 
principles as heat to the body rather than the af- 
fected extremity, position and exercise of this ex- 
tremity, cleanliness, cessation of tobacco, and possible 
surgical intervention cannot be ignored for the pa- 
tient to obtain optimum results. 


Coronary Vasodilators 
The coronary vasodilators lend themselves much 
more readily to clinical investigation, and have there- 
fore been more adequately studied in comparing one 
drug to another. Again one cannot rely heavily on 
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apparent subjective improvement, but in this case 
there is a simple means of objective analysis, that 
being the standard Master's test, yielding essentially 
irrefutable electrocardiographic evidence. We are 
indebted to Russek and others who have studied all 
the drugs currently available and under the same 
circumstances, and have reported a really comparative 
study. 


Nitroglycerine is by far the most effective coronary 
vasodilator and remains, after years, the drug of 
choice in relieving the acute anginal attack. How- 
ever, its major drawback is its transient effect. There- 
fore what everyone interested in this problem seeks 
is a drug as effective as nitroglycerine with a pro- 
longed action. 


Disappointing Results 


One immediately thinks of some type of timed 
release preparation of nitroglycerine itself — there is 
such a product now marketed under the name of 
Nitroglyn. Unfortunately, clinical and experimental 
evidence has been disappointing, even in doses as 
high as 9.6 mg., (4/25 gr.) in a single dose. 


Papaverine has been a very useful drug in the 
management of coronary occlus‘ons, particularly when 
given intramuscularly or intravenously. However, 
the effective oral dose is 200 - 500 mg., (more often 
the latter) and with a duration of effect of about 
two hours, and then successful only in about one third 
of the cases. Because of this, its expense, and the 
unfortunate designation as a narcotic by the Federal 
Government, have all been deterrants to its wide- 
spread use. Paveril, the synthetic analogue of papa- 
verine, as studied in series with the Master’s test does 
not demonstrate as much effectiveness as the drug 
it was designed to replace, 


Metamine, a new trinitrate, leaves much to be 
— being Jess potent than either Nitroglyn or 
Paveril, 


Most Effective Drug 


Finally Peritrate, which has proved, both clinically 
and experimentally, the most effective drug in this 
group. Russek feels that of the drugs currently 
available, Peritrate is the only one which can be 
termed a long acting coronary vasodilator. The usual 
dosage is 10-20 mg., q.id. It is of utmost im- 
portance that this medication be taken on an empty 
stomach, as ECG’s taken two hours following a post- 
prandial dose and standard exercise showed very little 
protection, whereas taken before the meal and then 
subjected to a Master's test gives the desired effect. 


Some comment should be made concerning ethyl 
alcohol as a vasodilator. Generally speaking it is a 
fairly effective peripheral dilator; however, it has not 
favorably influenced the Master's tests, and even 
aggravating the ST depression as compared with the 
control tracing. The explanation is that its cortical 
effect raises the pain threshold so much that the pa- 
tient does not receive the anginal warning to cease 
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the activity. This does not mean that it has no place 
in the therapeutic armamentarium, but that the phy- 
sician should not be led into a sense of false security 
because the patient no longer complains of chest 
pain. 


Let me again emphasize that simply prescribing 
one of these coronary vasodilators, without due con- 
sideration of all of the factors cannot yield the 
maximum benefits. 


Summary 


In summary, the drugs of choice in peripheral vas- 
cular disease and in arteriosclerosis obliterans specific- 
ally, are Ilidar and Arlidin. 


In coronary artery disease, nitroglycerine is un- 
excelled for the relief of the acute anginal attack, and 
Peritrate for the long term management. It must be 
remembered that these drugs are the ones which af- 
forded the most patients the most +elief ; and that, if 
a given case does poorly on a given preparation, there 
is no reason not to try an alternate drug. 
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GYNECOLOGY 
Trends In Gynecology And Obstetrics 
Sutton, P. E., J]. Michigan M. S. 49:649, 1950 


In this comprehensive review Sutton mentions the 
value of propionic acid in management of pruritus 
vulvae when the condition is not a to psychotic fac: 
tors or mycotic infection. Sodium propionate may be 
applied two or three times daily as a 15 per cent oint- 
ment, utilized as a douche in 5 per cent solution, or 
employed as a vaginal cone containing 10 per cent 


active ingredient. 
Clinical Clippings, October, 1950. 





OBSTETRICS 


Effects of Dexedrine Sulfate On Nausea And 
Vomiting Of Pregnancy 
Anspaugh,R.D., Am. ]. Obst. & Gynec. 60:888, 1950 

Quite by accident the author found that Dexedrine 
sulfate relieved nausea and vomiting of pregnancy in 
one patient. Subsequently, of 165 patients who were 
placed on Dexedrine therapy, 148, or 90 per cent 
attained “complete and lasting relief.’’ Patients were 
given 5 mg. Dexedrine one hour before breakfast for 
three days. If no undue nervousness was observed, 
an additional 5 mg. was given one hour before lunch. 
Some patients required a third dose during the late 
afternoon whereas for others, individual doses were 
reduced to 2.5 mg. 

Clinical Clippings, December, 1950. 
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APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 
By ANDREW M. BaBey, M.D., Las Cruces, N. M. 


(Continued) 
Middle-Lobe Bronchus 
20. “The middle-lobe bronchus is peculiarly liable 


to occlusion from extrinsic pressure, because it is 
comparatively narrow and short, and because lymph- 
glands are so disposed around it that if they enlarge 
they will compress it like the jaws of a nutcracker.” 
The Lancet; Dec. 10, 1955; p. 1236 


21. “Heliotrope eyelids are suggestive of derma- 
tomyositis.”” The Lancet; Dec. 17, 1955; p. 1280 


22. ‘Dermatomyositis shares with scleroderma a 
distribution of lesions in skin, muscles, and heart. 
Calcinosis is common in both, but involvement of 
the pulmonary and alimentary systems is a feature 
only of scleroderma, and the early skin changes of 
dermatomyositis tend later to recede.” The Lancet; 
Dec. 17, 1955; p. 1280 


23. Differentiation of dermatomyositis from rheu- 
matoid arthritis is usually easy: stiffness and con- 
tractures are common to both, but actual arthritis 
is rare in dermatomyositis.” The Lancet; Dec. 17, 
1955; p. 1280 


24. “The largest group of the dissatisfied is met 
among the relatives of chronic or senile pattents, 
who do not need any special treatment but only con- 
stant care and attention. The relatives appreciate 
how little treatment is needed and is being given in 
hospital and they know this would be inconvenient 
and would impose on them many distasteful tasks. 
To convince themselves, the patient, and the medical 
staff of their love and solicitude, they feel compelled 
to be perpetually dissatisfied and critical of the treat- 
ment and the wards in the hospital.” The Lancet; 
Dec. 24, 1955; p. 1330 ; 


Guilty Relatives 


25. “Another group of relatives who complain 
are those who feel that they are the cause of the pa- 
tient’s illness and that through their neglect or failure 
to summon medical help earlier, the patient became 
so ill as to need admission to hospital. Their feel- 
ings of guilt and frustration are expressed either as 
remorse or, taking a more active and outward form, 
as aggression towards the hospital authorities.” The 
Lancet; Dec. 24, 1955; p. 1330 


26. ‘But if remembering is a vital function, so 
also is forgetting. To forget is essential to sanity. 
Recalled in their entirety, the huge inchoate body of 
past events would suffocate our mental life.” The 
Lancet ; Dec. 24, 1955; p. 1332 
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27. “For some reason spider naevi in cirrhosis are 
rarely found below the nipple line except on the 
arms, and this characteristic distribution is difficult 
to explain on an endocrine basis.” British Med. 
Journal ; Dec. 21, 1955; p. 1607 


28. “The site of cardiac pain is very variable: it 
may occur anywhere between the mouth and umbili- 
cus, anteriorly or posteriorly, or in either arm.” A. 
Morgan Jones; Joc. cit.; p. 1613 


29. “The technique of reassurance is important, 
for exaggerated or over-dogmatic statements will be 
discounted by an intelligent patient. His confidence 
will lie in the physician who himself believes and 
acts and talks at all times with a quiet confidence in 
ultimate recovery.” Jones; /oc. cit.; p. 1614 


Patient Management 


30. “All that I have seen of coronary disease has 
convinced me that the management of the patient is 
even more important than the treatment of the dis- 
ease; there is often far more residual disability from 
fear than from myocardial damage—and it is largely 
within our power to prevent this.” Jones; /oc, cit.; 
p. 1615 


31. “We have seen several hyperthyroid patients 
with abdominal pain simulating gall-bladder or liver 
disease, peptic ulcer or pancreatitis.’’ Earl M. Chap- 
man; and Farahe Maloof; New Eng, Journal of Med- 
icine; January 5, 1956; p. 2 


32. “Peripheral edema as a presenting complaint 
of hyperthyroidism has been seen in several patients, 
The mechanism is obscure.” Chapman and Maloof; 
loc. cit.; p.2- 


33. ‘Response of the ventricular rate to the usual 
dose of digitalis in patients with hyperthyroidism has 
been observed by us in a number of patients, especial- 
ly those who are elderly and debilitated.” Chapman 
and Maloof; /oc. cit.; p. 2 


34. “Demineralization may be severe, and frac- 
ture, with failure of the bone to heal, may be a pre- 
senting sign of hyperthyroidism.” Chapman and 
Maloof ; Joc. cit.; p. 3 


Muscle Weakness 


35. “The myopathy of hyperthyroidism may create 
such muscle weakness that the patient has difficulty 
in walking. Two patients with myopathy were con- 
fined to wheel chairs until after their response to 
radioactive iodine. The onset of myasthemia may 
be so rapid as to simulate “periodic paralysis.’’ Chap- 
man and Maloof ; /oc. cit.; p. 3 


Page 4]! 








36. “My comments reflect my search for reasons 
for the increasing breach between the layman and 
the physician, and the tragic paradox that this breach 
is widening at a time when physicians’ power for ac- 
complishment is higher than ever before in mechanis- 
tic therapeutics though perhaps never worse in the 
realm of personal relationships.” William B. Bean; 
Northwest Medicine; Feb. 1956; p. 157 


37. “Even if we succeed in wresting from Nature 
the secrets of cancer or arteriosclerosis man still must 
die, a fact generally overlooked.” Bean; /oc. cit.; 
p. 157 


38. “In recent years we have seen postgraduate 
medical education nearly taken over by the siren song 
of advertising with illustrated brochures, wholesale 
distribution of samples of powerful drugs, and the 
ventriloquism of the detail man spouting his spiel 
like the barker at Madame Snakehair's sideshow. The 
detail man 1s a lineal descendent of the medicine 
man of pioneer days. Why does he come praising 
his brand of drug or placebo? His personal know- 
ledge is obtained by brain bathing which leaves him 
to feed back echoes of what he was told. Motivated 
by sales not by salvation, he tells the physician how 
to treat everything; and leaves his trail warm with 
spoor-samples for the physician's unsuspecting family 
or the next handy patient.” Bean; Joc. cit.; p. 158 


Worship of Science 


39. “Worship of science has a very baleful effect 
on the frights and fears of an already highly neurotic 
population. That instrument of woe, the sphyg- 
momanometer, links much of the populace tn con- 
spiracy with medical profession in a clinical numbers 
racket. Figures are bandied around with the glib as- 
surance that they have some meaning in truth, rather 
than as the paraphernalia of an artificially engendered 
neurosis, We have a vast lay public, scientifically 
unequipped to comprehend or even guess the signit- 
icance of the numbers and yet they may employ them 
as the skeleton of their framework of hypochondria- 
sis.” Bean; loc. cit.; p. 158 


40. “The menopause has been built up from a 
minor oversight on Nature’s part in not permitting 
child bearing to go on forever, to a real disease for 
which all kinds of powerful hormones are injected 
on the basis of scandalous lack of knowledge of what 
they may do or what, in tact, should be done.” Bean; 
loc. cit.; p. 159 


41.'“The development of real safety in surgery 
has resulted in operations becoming diagnostic pro- 
cedures. This is useful if it follows careful study, 
and 1s not substituted for it. It tempts a few un- 
scrupulous surgeons to violate the human body, par- 
ticularly the body of women, by stitching and anchor- 
ing tumbling wombs, removing the uterus entirely 
because of normal menstrual bleeding and inventing 
such spectacular harlequins as chronic appendicitis.” 
Bean; /oc. cit.; p. 159 
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Another Setback 


42. “Another setback in medicine has been the 
decline in morality in medical insurance practices. 
The physician, winking at honesty, admits his patient 
to the hospital, not because he is sick, but because 
he is insured. Hospitals are crowded with people 
who feel they must collect from the insurance com- 
pany to come out even. And the policy makers, deal- 
ers in small print, practice deceit after their im- 
memorial custom. Such abuses merely hasten the 
day of state medicine.”” Bean; Joc. cit.; p. 159 


43. ‘A setback, not recent, but worse recently, is 
the growing monster of medical literature .... The 
flood of printing will ultimately drown medicine, and 
science with it.” Bean; /oc. cit.; p. 159 


44, “I greatly lament the fact that medicine, par- 
ticularly certain specialties, is now such a source of 
easy riches that the law of the market place, if not 
the law of the jungle, provides the incentive for the 
study of medicine in too many cases, with less of 
altruism or curiosity about the wonders and wisdom 
of the body.”” Bean; Joc. cit.; p. 159 


INTRAVENOUS PROCAINE—SURGERY 


Intravenous Proca‘ne: Influence In The 
Postoperative Period 
Winter, L., Ann. Surg. 133:143, 1950 
Postoperative administration of procaine by intra- 
venous infusion produced satisfactory analgesia last- 
ing 10 to 14 hours in the majority of 80 patients who 
had undergone various types of surgery. The agent 
was employed as a 0.5 per cent solution in normal 
saline and given in total amounts of 200 to 250 cc. 
over a period of two to two and one-half hours, Mild 
reactions, observed in some patients, were controlled 
by adjusting the rate of administration. Winter re- 
marks: “The general condition of patients receiving 
intravenous procaine for postoperative analgesia was 
better than that of those treated with morphine.” 


Pozmany Peter U., Budapest 


Clinical Clippings, October, 1950. 


HEART DISEASE 
Antidiuretic Action Of The Urine Of 
Patients In Cardiac Failure 
Bercu, B. A., et al., Circulation 2:409, 1950 

Intravenous injection of concentrated dialyzed urine 
of patients with congestive heart failure produced an 
antidiuretic effect in hydrated dogs. No such effect 
was exerted by urine of normal persons. The anti- 
diuretic urinary substance is apparently unrelated to 
the posterior pituitary hormone, Pitressin. 
Clinical Clippings, December, 1950. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 






May 17, 1956 





FREDERICK P. BORNSTEIN, M. D., Epiror—CasgE No. 634 
PRESENTATION OF CASE By Dr. WILLIAM I. COLDWELL 


HISTORY—Dr. M. Nathan Kleban: 


A 68 year old Latin-American widower entered the 
hospital for his third admission on April 5, 1956, 
because of chills, fever, abdominal pain and vomit- 
ing. 

For seven years prior to his first admission to this 
hospital on June 2, 1955, the patient had experienced 
sporadic episodes of post-prandial epigastric pain 
with radiation to the tip of the right scapula, Chills 
and fever had occurred for five years. What, if any, 
time relation there was to the pain was not stated. 
These symptoms had apparently become more fre- 
quent and severe during the three months before 
entrance, with anorexia and a 30 pound weight loss. 


Physical Examination: 


Right upper abdominal tenderness and a left fem- 
oral hernia were noted on physical examination. 
Blood counts were normal. A trace of albumin and 
few granular casts were found in the urine. Serum 
bilirubin and proteins were normal. Cephalin choles- 
terol flocculation was 3+ in 24 hours in one test, 
1+ in 24, and 3+ in 48 hours in another. B/S. P. 
retention was seven per cent in 45 minutes. Occult 
blood was present in stools, Chest film, upper and 
lower gastro-intestinal radiological studies were re- 
ported normal. A gall bladder series was reported: 
“...there is practically non-visualization of the 
opaque media. Ill-defined radiolucencies are con- 
sistent with cholesterol calculi.” 


Hospital Course: 


The patient’s temperature was generally normal 
but on some days was elevated to as high as 103.4. 
On the sixty-second hospital day a cholecystectomy 
was performed. Pathological diagnosis was acute and 
chronic cholecystitis with no stones found. Discharge 
note stated that the patient had an “uneventful post- 
op course’, One day before discharge on the thir- 
teenth post-operative day, the temperature rose to 
100.4. On the day of discharge the nurses noted a 
complaint of bleeding hemorrhoids. 


One week after discharge, on August 25, 1955, 
the patient returned to the clinic complaining of 
right upper abdominal quadrant and bilateral shoul- 
der pain, constant and moderately intense; jaundice 
and light stools. Fever of 100.4, jaundice, uncertain 
liver enlargement, a small epigastric mass, and ten- 
derness in the region of the healed surgical scar were 
noted. Hemoglobin had dropped from 11.7 gms. on 
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August 8 to 9.9 gms. WBC was 15,000. One urine 
was reported as normal, another was reported as 
giving a 4+ test for albumin and bile. Cephalin 
cholesterol flocculation was 4+- in 24 hours. Direct 
Van den Bergh was 4.2, indirect 6.2. 


Small Stones 


Common duct exploration on the fifth hospital 
day disclosed several small stones. There was an 
abscess in the gall bladder bed. A culture report was 
not found in the chart. Total serum bilirubin was 
3.6, direct 2.7, nine days after surgery. Penrose drains 
were removed on the fifteenth post-operative day, 
when the T-tube began to be clamped at intervals. 
Following surgery temperature dropped to normal 
levels except on the sixth, fifteenth and twenty-second 
post-operative days when it rose to 99.6- 100, Pen- 
icillin and streptomycin were administered. A cho- 
langiogram was interpreted as ‘negative for retained 
calculi. There is good visualization of the common 
duct and its branches. The opaque media is observed 
to enter the duodenum without delay.” Slow im- 
provement and tolerance of continuous clamping of 
the T-tube were noted at the time of discharge on 
the twenty-third post-operative day. 


Abdominal Pain 


Intermittent attacks of abdominal pain, following 
ingestion of fatty foods, and relieved by vomiting 
of yellow material began soon after discharge. The 
patient stated that he drank very little, not more 
than 10 beers per day. Itching but no known jaun- 
dice began several weeks after discharge. Chills and 
fever, more severe abdominal pain, vomiting, and 
dark scanty urine began three days before his final 
admission on April 5, 1956. 


Temperature on admission was 99.4, but jumped 
to 105 on the second day, and hovered between 101 
and 102 rectally on the last two days, The patient 
appeared acutely and chronically ill, P. 90, R. 20, 
B. P. 110/70, State of nutrition was poor. Sclerae 
were slightly icteric. Oral hygiene was poor. The 
abdomen was diffusely tender with non-localized 
rebound tenderness and a “doughy” feel. Soft brown 
stool was present in the rectum, Active bowel sounds 
were heard. 


Persistent Chills 


Bowel sounds were not audible on the second day. 
Chills persisted. Stool was clay-colored on the fourth 
day. Epistaxis occurred, ecchymoses appeared, jaun- 
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dice deepened. Despite the use of parenteral fluids, 
Wangensteen suction, levo-arterenol, anti-choliner- 
gics, vitamins, chloramphenicol, penicillin, meperi- 
dine, 3 units of whole blood, vitamin K, and cor- 
tisone, the patient went into a coma with irregular 
jerking and twitching movements of the arms, and 
died on the fifth hospital day. 


Laboratory: 


Urinalysis: S. G. 1.006-1.012; albumin 2-4 + ; 
sugar negative; urobilinogen negative to 2+; bile 
trace to positive; WBC none to 10-15/HPF; RBC 
none, 20/30 after retention catheter inserted. 


Blood counts: Hb. 11.1, 8.3; hematocrit 40, 36, 
41, 29, 30; WBC 18,800; 6,400; 11,900; 7,700; 
22,000; stabs from. 4-12, seg. 71-85. 


Chemistries: Amylase 35; blood urea nitrogen 
17.5-50; serum bilirubin, direct .75-10, total 
7.25-17.0; alkaline phosphatase 2.1; total protein 4.6, 
serum albumin 3.0; cephalin cholesterol flocculation 
2+ in 24 hours, 4+ in 48 hours; potassium 3.9, 4.2 
meq/L; sodium, 109,108 meq/L; calcium 7.8, 6.6; 
COz 16, 10, 27 meg/L; chloride 107, 84, 92 meq/L. 


Kline Exclusion: Negative 


Blood culture: proteus, resistant. Drawn on 
third hospital day. Reported day following death. 


X-rays: chest and abdominal films; No signif- 
icant change from previous examination. No mech- 
anical obstruction. 


X-ray Discussion 
Dr. Vincent M. Ravel: 


The gastro-intestinal tract and abdomen of this 
man were thoroughly investigated. Our first examina- 
tion was a gall bladder study with practically non- 
visualization of the opaque media and ill-defined 
evidence suggesting cholesterol calculi. If we have 
non-visualization following oral administration of a 
double dose of opaque media and we do not see any 
of the media, we feel that in over 90 per cent of the 
cases a calculus cholecystitis is present. Of course, if 
we can identify opaque stones, so much the better, 
but in general, when you do not see a gall bladder, 
you ean almost be certain that it is a calculus cholecy- 
stitis. 


The upper GI tract was negative radiographically, 
as was the barium enema. We were quite interested 
in whether or not we could see the appendix, whether 
there was any disturbance around the cecum such 
as tuberculosis or carcinoma or something involving 
the cecum with a spreading or ascending infection 
to the liver, such as pylephlebitis or multiple absces- 
ses; but at no time were we able to radiographically 
demonstrate any of these. The appendix was visual- 
ized on the barium enema. 


Stones Found 


Of course the interesting thing is that the surgeons 
said there were no stones, and then of course post- 
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operatively he developed a jaundice whereupon they 
operated and then they found stones. That frequently 
happens. Usually, the surgeon can’t wait to get his 
gloves off before he says, “Where was them stones 
that you said was there and they weren’t?’’ But in 
any event here again is a situation where you have 
a poorly or non-visualized gall bladder due to chol- 
ecystitis, probably a calculus cholecystitis, We had 
several abdominal films trying to demonstrate a rup- 
tured hollow viscus or free air in the abdomen. We 
examined rather carefully to see if we couldn’t de- 
monstrate an air cholangiogram which you get in 
certain types of coli infections of the liver and chol- 
angitis, but we did not succeed. As you see in the 
cholangiogram following the two operations, the 
common duct filled and emptied into the duodenum. 
There was no significant widening of the common 
bile duct. 


Film Interesting 


The last chest film is interesting because the right 
hemi-diaphragm is slightly more elevated, although 
not too much, than on a previous chest examination, 
which again suggests a possible enlargement of the 
liver, maybe secondary to sub-phrenic or hepatic 
abscess. I think you can almost exclude a sub-phrenic 
abscess because we see no real secondary phenomena 
at the base and there is no pleural effusion. 


Fundamentally, from the radiographic standpoint, 
we have a patient with a calculus cholecystitis with a 
subsequent finding of common duct stones, with an 
inflammatory picture. There is no evidence of in- 
flammatory obstruction or ruptured hollow viscus. 
I guess he just had a rather severe hepatitis or pos- 
sible abscess, 


Differential Diagnosis 
Dr. William I. Coldwell: 


The patient’s illness resolved itself in several epi- 
sodes, roughly corresponding to the three hospitaliza- 
tions. First, he had a seven year history of epigastric 
pain. It was not stated as to whether this was right 
epigastric or mid-epigastric. The pain did radiate to 
the right inferior scapular area. If it were in the 
mid-epigastric area, it would be more in favor of 
pain arising in the hepatic or common duct, whereas 
the right epigastric would more favor the cystic duct 
or the gall bladder itself. 


The sporadic character of the pain of course makes 
one think of sudden obstruction rather than gradual 
stenosis which usually does not produce very much 
pain, Either spasm or obstruction by stone may pro- 
duce the typical biliary colic caused by the increased 
tension in the walls of the gall bladder or the ducts. 
The fever and chills that he had must have resulted 
from two factors, biliary stasis and infection. 


The commonest lesions which produce this group 
of symptoms are, of course, gall stones or an ulcerat- 
ing cancer in the region of the ampulla of Vater, with 
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bacteria entering the common duct, causing cholan- 
gitis, so-called Charcot’s intermittent hepatic fever. 
This is probably due to a transient bacteremia. 


Anorexia 


This patient had anorexia which may have been 
due to a disturbance in the gastro-intestinal tract 
function, and/or to just a benign gall bladder dis- 
ease or other benign disease in this region. His weight 
loss may have been just the result of the anorexia, 
and poor dietary intake, but certainly in malignancy 
these things are much more common than they are 
in simple gall bladder disease. 


On admission, this patient had the usual right up- 
per quadrant tenderness and the liver function was 
slightly impaired, as seen in the 3+ cephalin floc- 
culation and slightly abnormal seven per cent brom- 
sulphalein retention. The interesting thing was that 
occult blood was present in all examinations. Pre- 
sumably this patient hadn't eaten very much red 
meat due to his poor digestion, and so on; and I 
think the presence of blood must be questioned, since 
uncomplicated gall bladder disease rarely produces 
bleeding, unless there happened to be erosion into 
a vessel, the hepatic artery, or one of the other ves- 
sels. 


Another Possibility 


If the liver is affected and there is anemia and 
bleeding from that source, we have another possible 
cause. Cholecystography of course shows a non- 
functioning gall bladder as Dr. Ravel mentioned and 
cholecystectomy was done on the 62nd hospital day. 
It seems that this is rather a long delay. Therg was 
no history of jaundice. 


Serum bilirubin was reported as normal at this 
hospitalization, although the internes stated that at 
one time there was marked icterus of the sclerae 
which doesn’t coincide with the laboratory findings. 
Following surgery this patient continued to run some 
fever, the day before discharge his temperature was 
101 but again he departed and was soon to return, 
however. 


There was a note that he did have bleeding hemor 
thoids and that bright red blood was present, which 
may have been due to simple hemorrhoids or some 
portal cirrhosis or obstruction may have been present. 


This also could account for the positive chemical 
test for blood. 


Second Stage 


You might say that the second stage of his illness 
began about a week later when he returned to the 
hospital, this time with constant pain radiating to 
both shoulders. Jaundice was present at this time 
and apparently acholic stools. Although no stones 
had been found in the gall bladder at the previous 
operation and they had not been noted apparently 
in the X-ray, the inference is that they must have 
been in the biliary passages at the time of surgery. 


JULY, 1956 


The presence of continued fever probably indicates 
an ascending cholangitis which began probably during 
his previous hospital stay following surgery, secondary 
to the obstructed biliary passages. 


It also indicates the probable presence of multiple 
hepatic abscesses or a pylephlebitis. There was an 
abscess present in the gall bladder bed which could 
have caused some of the fever as well as the mass 
which was reported. At this time cephalin floccula- 
tion was 4+ and definite hepatic involvement was 
indicated, probably a cholangitis and an obstructive 
type of jaundice being present. 


Surgery evidently cleared the biliary tract. In the 
normal cholangiogram, no biliary stricture could be 
seen. Again the patient's post-operative course was 
somewhat uneventful, but he did have a low grade 
fever, I think up to around 99.5 to 100 the day be- 
fore he was discharged, and the interne’s note was 
that he seemed to be on a downhill course. 


Final Phase 


The final phase of his illness began about this 
time, although six months elapsed following his dis- 
charge until he was again admitted last month. Dur- 
ing that time he was not well at any time. He had 
intermittent attacks of abdominal pain, vomiting, 
itching, with a question of jaundice, probably it was 
jaundice with a history of itching of the skin. 


Three days before his final admission in April 
of this year his temperature went higher, he had 
chills with more severe abdominal pain present. It 
was not stated exactly where, but merely as abdominal 
pain. He was vomiting, and dark, scanty urine was 
noted. Acholic stools were noted at that time and 
negative urobilinogen in the urine and bile in the 
urine; this favored an obstructive type of jaundice 
being present. 


The 4+ cephalin flocculation and low serum pro- 
tein at this time indicates co-existence of liver cell 
damage. The-presence of two to four units of alkaline 
phosphotase which is normal, is unusual. 


Cholangitis 


The leucocytosis and shift to the left favors the 
presence of cholangitis and possibly pylephlebitis or 
abscesses of the liver. A confusing note is added 
with the statement that he had a small intake of ten 
beers per day which raises the bare possibility of 
portal cirrhosis; however, I think this is not very 
probable in this case. 


On the first two admissions some abnormal urinary 
findings were noted, 3 to 4+ albumin, occasional 
red cells, and some granular casts; at this admission 
more consistently abnormal urinary findings were 
present; also, a definite anemia had developed, 
marked electrolyte imbalance developed, with hypo- 
natremia, hypochloremia, hypocalcemia, and acidosis, 
all of which seem to me to be probably secondary to 
uremia. 
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Uremia 


This uremia may have been due to a primary renal 
disease which probably was a nephrosclerosis, or it 
represents secondary damage due to poor fluid and 
electrolyte intake, vomiting, fluid loss through that 
source, loss of blood or even a hemolytic anemia 
which is not too uncommon in this type of case. 


The terminal illness and death of this patient ap- 
parently resulted from a combination of uremia and 
cholemia with the hemorrhagic tendency resulting 
from hypoprothrombinemia secondary to liver failure 
and also due to the poor absorption of vitamin K from 
the gut due to lack of bile salts and probable obstruc- 
tive type of jaundice. 


The management of such cases is very difficult and 
I think the house staff and the attending men should 
be greatly congratulated on the excellent manner in 
which this difficult problem of fluid and electrolyte 
balance was controlled in the late stages of his illness. 


Summary 


In summary, I believe that this patient had chronic 
cholecystitis, choledocholithiasis and the presence of 
obstructive cholangitis, biliary cirrhosis secondary to 
bile duct obstruction. I believe that he also developed 
an ascending cholangitis and probable multiple 
abscesses of the liver during, shortly prior to, and fol- 
lowing his original operation. Another possibility 
that one must consider along with these things 
which I think are present, is that of a cancer. 


Cancer of the common bile duct near the ampulla 
of Vater may be present. The usual signs of the 
gall bladder enlargement, lack of fever and chills, 
and lack of pain were modified by a co-existence of 
cholangitis and of course by the gall bladder having 
been removed previously. The presence of occult 
blood, anorexia, weight loss and rapid downhill 
course, would make one think strongly of a cancer, 
as well as a benign lesion of the bile duct and liver. 


Cancer of the Pancreas 


Another possibility is cancer of the head of the 
pancreas. However, the fluctuating character of the 
jaundice, the absence of bile in the stools, and the 
presence of occult blood is much less common in 
pancreatic cancer than in bile duct cancer, and if any 
cancer was present, I would favor a lesion of the 
common bile duct near the ampulla of Vater, possibly 
with ulceration. 


In summary, my diagnosis is acute, diffuse and 
chronic cholangitis secondary to biliary obstruction, 
with probable multiple liver abscesses and lower 
pylephlebitis, possible obstructive biliary cirrhosis al- 
so secondary to bile duct obstruction, cholemia, 
uremia, and nephrosclerosis. 


Dr. Ward Evans: 


It is obvious that this patient had an obstruction in 
the common bile duct and that he had a cholangitis 
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and hepatitis secondary to that. The question is what 
would cbstruct the common bile duct after you have 
surgery and a cholangiogram showing it to be open. 
Of course, tumor is a possibility; stricture is another. 
This may have been a stone in the common bile duct 
which was somehow overlooked in surgery and also 
on radiological examination. 


There is one more mode of explanation which I 
would like to mention, and a fairly common one at 
that, namely, cystic duct syndrome. This refers to 
cases where for some reason the cystic duct is not 
resected close to the common duct. Then the remnant 
of the cystic duct may develop the function of another 
gall bladder, stones may form in it and cause obstruc- 
tion. 


Clinical Diagnosis: Obstructive jaundice due to 
carcinoma. 


Dr. William I. Coldwell’s diagnosis: Acute dif- 
fuse chronic cholangitis secondary to biliary obstruc- 
tion; multiple liver abscesses. 


Anatomical Diagnosis: 


1. Biliary obstruction, complete, due to stone in 
common bile duct. 

2. Acute purulent cholangitis. 

3. Multiple abscesses of the liver. 


Pathological Discussion 
Dr. Frederick P. Bornstein: 


On autopsy we found an elderly, extremely jaun- 
diced man. His marked bleeding tendency was mani- 
fested by the presence of blood at the nostrils and 
mouth. A well healed sickle-shaped post-operative 
scar ran through the right upper quadrant approxi- 
mately following the costal arch, 


The main pathological findings were in the ab- 
domen. Five hundred cc. of fluid were present in 
the peritoneum. The liver weighed 2100 grams. On 
the anterior surface of the left lobe there were nu- 
merous yellowish, sharply circumscribed abscesses 
which measured up to 2 cm. in greatest diameter. 
On sectioning, numerous similar abscesses were pre- 
sent in the fiver parenchyma. 


Gall Bladder Absent 


The gall bladder, as was to be expected, was absent. 
The duodenum then was opened and the ampulla 
of Vater was inspected. The ampulla projected for 
about 1 cm. into the lumen of the duodenum and 
was occluded by a hemorrhagic, necrotic mass. When 
the ampulla was opened a large stone was found 
wedged into the lumen, producing the complete ob- 
struction mentioned above (Fig. 1). 


Further dissection revealed that the common bile 
duct was dilated and filled with purulent material, 
as were the smaller bile ducts (Fig. 2). On micro- 
scopic examination of the liver, again numerous fresh 
abscesses were found. 
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Figure 1 


The other significant finding consisted of a fresh 
hemorrhage, about 500 cc., which was found in the 
stomach, and the finding of a typical icteric nephrosis. 


Summary 


In summary, then, death here was due obviously 
to the obstruction which produced an ascending in- 
fection with many liver abscesses. The question arises 
as to whether the stone which caused the obstruction 
was present when surgery was performed eight 
months earlier. Personally, I am inclined to consider 
that this stone was newly formed, or perhaps that a 
very small stone was present in the hepatic ducts 
which grew by accretion in the following months. 


Dr. Charles E. Webb: 


Dr. Bornstein said I was here to give the surfical 
review. There isn’t much to review, really. Of course 


AMEBIASIS 


Aureomycin And Amebic Dysentery 
Armstrong, T. G.; et al., Lancet 2:10, 1950 

Aureomycin was effectively employed in treatment 
of acute ulcerative amebic dysentery but the relapse 
rate was high. It is suggested that the antibiotic be 
used in conjunction with other known amebacidal 
agents. 
Clinical Clippings, October, 1950. 


ORTHOPEDICS 
Clinical Significance of Minor Inequalities 
In Leg Length 

Redler, I., New Orleans M. & S. ]. 104:308, 1952 

Unilateral shortening of the lower extremity, a com- 
monly encountered condition in adults and children, 
produces painful symptoms in the back, legs and feet. 
Idiopathic shortening involved the left leg in 80 of 
99 patients observed. The discrepancy averaged one- 
half inch, ranging from three- eighths to one inch. 
Raising the heel of the shoe resulted in almost im- 
mediate relief in the majority of instances, 


Clinical Clippings, July, 1952. 
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Figure 2 


the case does prove first of all, I think, that the stone 
was there at the time of surgery the second time and 
it proves again that surgeons and X-ray men can 
overlook stones. It has been done before. It is going 
to be done again. I saw this case on this last admis- 
sion, I hate to mention “casually”; but I was over 
here one night and not on the service actively, and 
saw the patient with Dr. Alexander, and we discus- 
sed the possibilities. 


Apparently the man had come in that day, and 
he was having pain of course, but certainly at that 
time he didn’t seem to be an acute emergency, but 
I was amazed to hear in the next few days of his 
dying. Certainly we have all seen many cases of com- 
mon duct stones with repeated attacks of cholangitis, 
chills and fever, and so on, but most of them will 
get a little escape of bile around the stone and not 
go out as quickly as this man. 


ANTIBIOTICS 
Chloromycetin Treatment Of Typhoid Fever 
Prior, ]. A., et al., Ohio State M. J]. 46:773, 1950 
Of twelve typhoid fever patients treated with Chlo- 
romycetin, two relapsed. Further treatment resulted 
in reasonably prompt clinical improvement but sub- 
sequent eradication of organisms from the stools re- 
quired sustained treatment for approximately two 
weeks. 
Clinical Clippings, October, 1950. 
PEDIATRICS 
Tetanus Immunization: A Ten Year Study 
Bigler, ]. A., A. M. A. J. Dis. Child. 
81:226, 1951 
Immunization is considered adequate following 
either two or three injections of tetanus toxoid. Re- 
sponse to booster doses, administered as long as 10 
years after initial immunization, begins on the third 


or fourth day. Antitoxin titers rise rapidly thereafter. 
Clinical Clippings, April, 1951. 
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Changing Concepts in the Management of Poisonous 


Animal Injuries: A Plea for Better Management 
By Rosert J. ANTOos, M. D., PHOENIX 


The currently accepted methods of treating bites 
or stings of poisonous animals evolves around two 
principles: The relief of pain and sedation, This 
mode of therapy has not changed for many years, and 
any attempt to change it has met with much opposi- 
tion. Nevertheless, there is no experimental evidence 
to support this procedure, and there is now very 
convincing evidence that, for the most part, it is 
wrong. 


A few years ago Dr. H. L. Stahnke, director of the 
Poisonous Animals Research Laboratory at Arizona 
State University, Tempe, proposed the use of cryo- 
therapy for scorpion stings. This met with strong 
criticism from some of the medical practitioners of 
Arizona. As a result of this controversy a study was 
begun to shed further light on this problem, First, 
the records of the cases treated in some of our hospi- 
tal emergency rooms were checked back over a period 
of about two and a half years. Then questionaires 
were sent out to physicians throughout the State. The 
results are summarized as follows: 


Table I 


16 Cases scorpion sting treated with Demerol 
(Meperidene or Isonipecaine) 


4 Cases scorpion sting treated with morphine 

2 Cases scorpion sting treated with pheno- 
barbital 

2 Cases scorpion sting treated with other seda- 
tives 

21 Cases Black Widow spider bite treated with 
Demerol 

5 Cases Black Widow spider bite treated with 
morphine 


7 Cases Black Widow spider bite treated with 
phenobarbital * 

11 Cases Black Widow spider bite treated with 
calcium salts, I. V. 


1 Case Black Widow spider bite treated with 
antihistamine. 
36 Cases of unknown origin treated with De- 
merol. 
2 Cases of unknown origin treated with mor- 
phine. 
11 Cases of unknown origin treated with pheno- 
barbital ** 
From the Department of Medical Research, Good Samaritan Hos- 
pital, Phoenix 
* Cases treated with phenobarbital had no indication on chart 
of severe pain; attending physician ordered this drug apparently 


because apprehension was predominant indication. 
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3 Cases of unknown origin treated with: 
1 case, antihistamine 
1 case, codeine 
1 case, cortisone 


Only during the past months have records indicated 
any use of ice or chilling of affected parts as part of 
therapy. Apparently some of the physicians are giv- 
ing credence to this form of therapy. 


Favorite Remedy 


From Table I it can be seen that Demerol seems 
to be a favorite remedy. Also a large proportion of 
these patients present themselves not knowing what 
bit or stung them. In these latter patients there is a 
question of what to give; Demerol leads, but why? 


The next step was to go to animal studies. Dr. 
Stahnke has been working with this problem for sev- 
eral years. His work with animals has shown that 
the LDso of several venoms, especially those of snakes 
and scorpions is very much lowered by the administra- 
tion of Demerol or morphine.! Likewise, Dr. Stahnke 
and his workers have shown that chilling of the site 
of innoculation of the venom can slow down the ab- 
sorption enough so that the normal detoxification 
mechanisms of the body can better cope with the 
poison. Again, along a similar line, the application 
of a tourniquet or impairment of the superficial 
venous and lymphatic return in any way, even by 
simple pressure, will slow down absorption of the 
poison. Finally, a combination of the two procedures, 
impedence to circulatory return and cooling of the 
site of innoculation, give the best results. 


Loud Outcries 


When the cryotherapy or chilling was proposed, 
several loud outcries against this were forthcoming. 
In rebuttal to this we offer this evidence: 


1) The chilling of the body prior to surgery is 
now an accepted procedure. 

2) The freezing of the skin to stony white hard- 
ness for skin planning or abrasion ‘is now 
an accepted procedure. 

3) The exposure of animal tissues to freezing 
temperatures (ice water & CO2 snow) both 
with and without tourniquets or other circula- 
tory obstructions, did not in our hands, pro- 


** Cases of unknown origin treated with phenobarbital had no 
indication on the chart of severe pain; attending physician or- 
dered this drug apparently for the same reason as in known bites 
or stings; namely, predominant apprehension. 
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duce more than temporary injury of the nature 
of a first, or mild second degree burn. None 
of our animals suffered tissue necrosis, other 
than slight blistering or peeling away of the 
dead epidermis. 


Dr. Stahnke and his workers went even further 
and immersed rat tails in water at the freezing point 
for periods of a week or more, and the animals 
displayed no tissue necrosis. 


The only way in which we were able to produce 
necrosis was to apply a tourniquet so tightly it shut 
off arterial and deep venous circulation, and this pro- 
duced necrosis whether or not the tissue was chilled. 
Actually these latter animals showed less extensive 
necrosis in the chilled tissues than in those animals 
in which the temperature of the tissue was not low- 
ered. Apparently the metabolic demands of the tis- 
sues are less when cold, and thus they can better with- 
stand anoxia. 


Critics Answered 


At this point is would seem opportune to answer 
the critics who claim cryotherapy would produce a 
slough or ulceration. Animal experiments, and recent 
trials on human patients show that chilling and ap- 
plication of tourniquets or pressure, so as to obstruct 
venous and lymphatic return, do not produce tissue 
necrosis if properly administered. Finally, even if 
they did produce damage — which they do not — 
would it not be better to have a little scar than suffer 
a death? Would they condemn vaccination or removal 
of skin for grafting just because they produce local 
tissue damage? I think not! ' 


The methods we use now have gone through 
various modifications, but now a fairly uniform 
procedure is possible. At first only ice water immer- 
sion was used. Then pressure or light intermittent 
application of tourniquet was added. Gradually the 
length of time of tourniquet application was length- 
ened from five minute intervals until now we leave 
them on a half hour or more at a time, even several 
hours. 


> 


Ethylchloride Spray 


For first aid measures we used ethylchloride spray 
until ice could be obtained. Recently we began using 
Frigiderm* and found it superior to ethylchloride. 
Frigiderm is non-explosive, is not flammable, is not 
an anesthetic, and does not require refrigeration. It 
is easily tossed into a fishing tackle box or first aid 
kit. The results with Frigiderm have been so favor- 
able, we now prefer to use it in place of ice. It may 
be sprayed directly on the skin. 


When this is done, there is a slight transitory burn- 
ing sensation after the first two or three seconds. An 
alternative method, and the one we advise for self 


* Frigiderm, dichloro-tetrafluoro-ethane, distributed by Brach- 


vogel & Hovey, Los Angeles, and available through most surgical 
supply agencies. 
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administration to hunters or workers in infested areas, 
is to wrap the affected part in a few layers of thin 
gauze or cloth and spray the Frigiderm onto this. 


This precludes over-freezing of tissues and makes 
the supply of the refrigerant last longer. This pro- 
cedure may be applied to the bite or sting of any 
poisonous animal. We have used it successfully also 
in the stings of bees and wasps. 


Procedure Advocated 


The procedure advocated when the offending ani- 
mal is not known is as follows: 


1. Apply moderately firm tourniquet at once. 

2. Chill with Frigiderm. 

3. Give calcium salts I. V. If peripheral pain is 
relieved immediately by calcium, the chances are 
strongly in favor of a Black Widow spider bite. We 
have come to regard the relief of peripheral pain by 
calcium as diagnostic of Black Widow bites. If the 
calcium does not relieve peripheral pain, most likely 
some other animal was involved. Then the tourniquet 
and chilling alone is used, otherwise further calcium 
is given I, V. as needed. This procedure has been 
used with favorable results in 27 cases during the 
past year. It offers simplicity and predictability — 
and is liked by interns, therefore. 


Recently Dr. Stahnke and his workers have con- 
firmed the efficacy of the use of Frigiderm on not 
only scorpion stings and Black Widow bites, but in 
the case of rattlesnake bite as well. * 


Summary 


Morphine and Demerol—and most likely other 
narcotics as well — are contraindicated in poisonous 
animal bites and stings. 


The advocated treatment of choice in these cases 
is to apply pressure or tourniquet to obstruct only 
superficial venous and lymphatic return, then chill 
the affected part with Frigiderm preferably, else use 
ice or water. The tourniquets need not be released 
more than every half hour or even more. 


Animal experiments and human trials have shown 
that the toxicity of venoms is increased by narcotics, 
and chilling and tourniquets do not produce tissue 
necrosis as is claimed by some—unless the pressure 
is so carelessly applied as to obstruct arterial and deep 
venous flow. 


The application of cold alone will help slow the 
absorption of venom, and this may be used by those 
with aversion to tourniquets, or by the untrained as 
a first aid measure. 


Frigiderm has proved to be the best and safest 
refrigerant so far tested. It is even better, and faster 
acting, than ice or ethylchloride. 


Addendum 


Since this report was submitted there have been 
treated nine additional cases of poisonous animal in- 


(Continued on page 426) 
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Clinical Use of the Electrocardiogram in 


Electrolyte Disturbances 


By J. A. ABILDsKov, CapT., M. C., USAR, 
WILLIAM BEAUMONT ARMy Hospirat, EL Paso 


The electrocardiogram is often used as a diagnostic 
aid and therapeutic guide in electrolyte disturbances. 
These disorders may be encountered in all branches 
of medicine so that widespread appreciation of the 
ECG’s usefulness in this area is desirable. It is es- 
pecially important that the limitations of the ECG 
in indicating these disorders be recognized and that 
certain easily committed errors of interpretation be 
avoided. 


This report does not constitute a complete review 
of the extensive literature on the general subject of 
electrolytes and electrical phenomona in the heart. 
It is intended to present some clinically useful in- 
formation concerning the effect of common electrolyte 
alterations on the form of the ECG. 


Hypokalemia and Hypocalcemia 


As is well known these electrolyte disturbances oc- 
cur singly and in combination in a variety of disease 
states. The ECG is often helpful in recognizing these 
disorders and is indispensable in their management 
if intravenous replacement is necessary. 


Rational use of the ECG in these circumstances de- 
pends on detailed knowledge of the changes to be 
expected. The ECG changes associated with hypokale- 
mia may be summarized as depression of ST seg- 
ments, lowering or inversion of T waves and the most 
striking alteration which is apparent prolongation of 
the QT interval. 


Detailed studies have indicated that the actual QT 
interval is not prolonged in hypokalemia, but that the 
U wave becomes more prominent and fuses with the 
preceding T wave to give an apparent prolongation 
of QT. (1-2) According to the studies of Surawicz 
and Lepeschkin, the QU interval itself also remains 
within normal limits. 


In many records a notch between the T wave and 
the ascending limb of the U wave can be distin- 
guished. This notch is often most evident in pre- 
cordial leads Vs and V4 and in a unipolar lead from 
the left arm. In some records no such notch is ap- 
parent. 


Three Procedures 


Under these circumstances three helpful procedures 
for determining whether the QT interval is truly pro- 
longed have been suggested (2). One of these con- 
sists of measurements from the onset of QRS to the 
onset, apex and end of the wave in question. These 
measurements may be compared to normal values to 
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determine whether they are most consistent with 
measurements of the T wave or the U wave. A second 
method consists of the simultaneous registration of a 
phonocardiogram. 


The studies of Surawicz and Lepeschkin have in- 
dicated that the second heart sound does not begin 
later than 0.03 seconds before the apex of the U wave. 
A*third procedure for differentiation of the T and U 
waves consists of the administration of substances in 
an attempt to make the ECG more typical. Thus if 
a deficiency of calcium and potassium exists, the ad- 
ministration of calcium intravenously will shorten the 
ST segment, cause an earlier appearance of the apex 
and end of the T wave and a better separation of T 
and U waves. 


In hypocalcemia, there is an actual prolongation 
of the QT interval. This has been shown to be entire- 
ly the result of prolongation of the ST segment. The 
T wave itself is not prolonged in hypocalcemia and 
may remain normal in contour, 


Other Factors 


The ECGs of patients with hypokalemia and/or 
hypocalcemia are being simultaneously influenced by 
many factors other than the serum levels of potassium 
and calcium. The state of the myocardium including 
alterations of intracellular electrolytes, alterations of 
other electrolytes in the serum and cells, acid base 
balance and the influence of shock and of drugs 
represent some of the factors which must be taken 
into account in using the ECG in diagnosis or man- 
agement of electrolyte disorders. 


Some of these factors may result in ECG changes 
which are easily mistaken for those produced by hypo- 
kalemia or hypocalcemia, Prolongation of the QT 
interval occurs in a variety of disease states including 
active myocarditis, arteriosclerotic heart disease and 
in association with cerebrovascular accidents (4-5). 


In patients in whom QT prolongation is the result 
of both myocardial disease and altered electrolytes it 
may be impossible to reduce the QT interval to nor- 
mal by electrolyte replacement, and attempts to do 
so may result in dangerously high serum levels of the 
electrolytes. To avoid such misuse of the ECG, the 
influence of therapy on other ECG features of the 
electrolyte disturbance should be carefully noted. 


Experimental Studies 


According to the experimental studies of Roberts 
and Magida, low plasma Ph and low serum bicar- 
bonate and sodium produce ECG alterations similar 
to those associated with hyperkalemia (6). When 
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such conditions exist together with hypokalemia, the 
ECG features of the latter may be masked. This is 
especially important in patients under therapy for 
diabetic acidosis and indicates the necessity for actual 
determination of electrolyte levels in the serum. 
These workers have also reported experimental evi- 
dence that increased plasma Ph, bicarbonate and sodi- 
um produce electrocardiographic altaerations similar 
to those of hypokalemia. 


It is not definitely established whether the ECG 
alterations seen in association with hypokalemia and 
hypocalcemia are primarily the result of low serum 
levels of the electrolytes, low intracellular concentra- 
tion or both. The correlation of ECG findings and 
serum levels of potassium and calcium has been ex- 
tensively studied and many instances of failure of 
these to correlate are reported (8-9). For this reason 
some workers have concluded that the ECG probably 
reflects intracellular concentration of electrolytes more 
closely than extracellular levels. 


Multiple Factors 


It should be remembered however, that multiple 
factors may be influencing the ECG and that adequate 
quantitation of the ECG features of electrolyte dis- 
orders is difficult. Surawicz and Lepeschkin have 
stated the opinion that the altered potassium gradient 
across the cell membrane in hypokalemia might be 
expected to show a better correlation with the ECG 
pattern than either intra or extracellular concentration 
alone (2). 


When certain drugs are being administered their 
influence on the ECG must be taken into account if 
the ECG is used to evaluate electrolyte disturbances. 
The similarity of the ECG pattern which sometimes 
results from combined quinidine and digitalis therapy 
and that occurring with hypokalemia has been em- 
phasized (2). With such therapy the ST segment 
depression and diphasic T waves characteristic of 
digitalis effects are sometimes combined with prom- 
inent early U waves which may partially merge with 
the T waves to give a pattern indistinguishable from 
that of hypokalemia. , 


Hyperkalemia and Hypercalcemia 


The electrocardiographic effects of potassium and 
calcium infusions have been well defined experimen- 
tally. In the case of K these consist sequentially of 
tachycardia, increased voltage, early onset and peaked 
contour of T waves, bradycardia, widening and de- 
creased voltage of P waves, nodal or idioventricular 
rhythm and increase in the duration of QRS and T 
waves. Although these changes occur regularly with 
potassium infusion it cannot be assumed that they 
represent only the effect of increased serum levels of 
this ion. The increased potassium in the serum is 
associated with decreases in plasma bicarbonate and 
Ph and a slight fall of sodium concentration, and the 
studies of Roberts and Magida seem to indicate that 
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the latter three factors produce ECG changes similar 
to those resulting from increased serum _potas- 
sium (6). 


Their studies imply that both clinical and experi- 
mental situations involving hyperkalemia include an 
altered concentration gradient across the cell mem- 
brane of sodium, bicarbonate and hydrogen ions as 
well as potassium. With multiple factors which may 
be present in various degrees it is not surprising that 
ECG abnormalities and clinical symptomotology can- 
not be closely correlated with serum potassium levels. 


Variable Effect 


Hypercalcemia as seen clinically in hyperparathy- 
roidism and after Vitamin D therapy results in short- 
ening of the relative QT interval which is sometimes 
accompanied by an increased PR interval. The effect 
of high serum calcium on the form of T waves is 
variable but often consists of decreased voltage es- 
pecially in leads II and III. Calcium infusion causes 
marked bradycardia and prolongation of PR and QRS 
intervals. High serum concentrations of calcium pro- 
duce ventricular extrasystoles and even ventricular 
fibrillation. 


Summary 


Electrocardiographic alterations are useful in the 
recognition and management of certain electrolyte 
disorders. These alterations do not always correlate 
with serum levels of electrolytes since other factors 
such as myocardial disease, acid base balance and in- 
tracellular concentrations of the electrolytes may be 
simultaneously affecting the ECG. 


The ECG does provide extremely important in- 
formation concerning the effect of electrolyte altera- 
tions on the heart. Because of its immediate availa- 
bility it is especially useful as a guide in the manage- 
ment of the alterations. 
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Insulin Additives: Glucagon, Nitrogenous Substances, 
Metallic Elements, and Specific Pharmacodynamic Agents 


By THEODORE M. 


FEINBLATT, M. D., 


AND EDGAR A. FERGUSON, JR., CHEMIST, BROOKLYN, N. Y. 


PART Ill 
ERGOT DERIVATIVE (as an insulin additive) 


Ergot derivatives have become increasingly popu- 
lar as a remedy for migraine,!7.18.19 vasomotor im- 
balance, gastrointestinal disorders,!® and associated 
neurogenic complaints.*” Many of these syndromes 
occur in diabetics. It is claimed that diabetics are 
particularly prone to certain neurogenic disorders. 


This claim is made with reference to young dia- 
betics, — that they are specially affected by “nervous” 
phenomena in regard to the diabetic state. The 
evidence which has so far accumulated apparently 
proves that this is not so in regard to the “juvenile” 
type of diabetes in the young and in the adult. 
While it is evident that “nervous” or vegetative 
nervous system influences are not absent in the ‘‘juve- 
nile’ diabetic, it has now been shown that there 
is a deficiency of normoglycemic response in the 
juvenile diabetic. 


Nervous Mechanism 


This nervous mechanism of homeostasis (which 
tends to restore the normal person or the “obese” 
type diabetic to a higher blood sugar level as soon 
as insulin is injected) is apparently lacking in the 
“juvenile” type of diabetes. In this connection it 
should be noted that at the turn of the century 
Von Noorden, who treated diabetics before the time 
of insulin, noted the so-called “nervous” diabetic 
only in older age groups. 


As our understanding of the neurogenic lesions 
induced by vitamin deficiencies petuliar to diabetes 
has increased, the “‘nervous’ complaints have given 
way to specific nervous lesions now properly diagnosed 
in many cases as deficiencies in enzyme® and vitamins 
with special reference to cyanocobalamin (Biz).”! It 
appears from the above discussion that the carbo- 
hydrate tolerance could be more readily increased in 
the “juvenile” diabetic by changing to a high carbo- 
hydrate ratio diet,'? by increasing the degree of con- 


EFFECT OF HYDERGINE* AS AN INSULIN (AMERICAN) 
ADDITIVE (MIXED, SUBCUTANEOUS) ON RABBIT BLOOD SUGAR (FOLIN) 
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Figure 4 
osesese Standard Insulin Curve (See Fig. 2.) 
XXXXXXX Insulin mixed with 0.5 mg. per kilo of Hydergine* (35 times human dose) produces 
curve identical with standard insulin (average of 14 experiments). 
cevcece Insulin mixed with 0.05 mg. per kilo of Hydergine* (3.5 times human dose) (average 
of 11 experiments) 
0000000 Insulin mixed with 0.1 mg. per kilo of Hydergine* (7 times human dose) (average 
of 10 experiments) 
* Hydergine contains equal parts of Dihydroergocornine, Dihydroergocristine, and Dihydroergokryptine. 
Note: The ordinal position is regarded as 1. 2, 3, 4, ete., when 49 experiments are used as a base: 
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when 12 to 14 experiments are used; and 1, 


5, 9. 12 when there are approximately 10 
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trol of the diabetic state,‘ or by utilizing glucagon- 
free insulin?; rather than by reducing “nervous” 
influences or by treating the autonomic nervous 
response system. 


Obese Type 


On the other hand the “obese” type, usually found 
in the older age group, has been recognized from 
the very beginning as the diabetic more likely to 
suffer from ‘“‘nervous” influences. The “juvenile” 
type is often a “complete” diabetic, whereas the 
“obese’’ type more often has some insulin produc- 
tion (which is overcome by an insulin inhibiting 
hormonal imbalance, (insulinase)).** This ‘‘obese”’ 
type may be sensitive to nervous influences. 

Studies in progress tend to confirm the theory 
that ergot as an insulin additive does not influence 
the absorption or effect of insulin commercially avail- 
able in the United States on normal adults or on 
“juvenile” diabetics. “ 


Ergot Derivative 


The particular ergot derivative tested as an insulin 
additive consisted of an equal amount dihydroergo- 
cornine, dihydroergocristine, and dihydroergokryp- 
tine. This composition must be borne in mind when 
evaluating the results because small changes in the 
chemistry of ergot derivatives may cause wide vari- 
ation in pharmacodynamic action.'° Tests were made 
in which a dose of 0.5 mg. of the ergot derivative 
noted was given for each rabbit unit of insulin per 
kilo (35 times the average human dose). 

Another group was tested in which 0.05 mg. of 
ergot derivative per rabbit unit of insulin per kilo 
was given, this is 3.5 times the average human dose 
A third group was given 0.1 mg. of ergot derivative 


per rabbit unit of insulin per kilo. This is seven 
times the average human dose of the ergot deri- 
vative. In no case was there any effect on the blood 
sugar absorption curve of rabbits. Rabbits died in 
insulin shock in the expected statistical distribution.° 
Figure 4, demonstrates the conformity of the ergot 
insulin group with standard insulin. 


ADRENOCHROME (as an insulin additive) 


Adrenochromes have been known as_ systemic 
hemostats for a long time in Europe.*? It was also 
known to be of extremely low toxicity.?%: 24, 25, 26 
Adrenochrome decreases capillary permeability and 
increases capillary resistance without affecting the 
clotting mechanism or the prothrombin and Vitamin 
K levels.2* It therefore does not stop bleeding from 
ruptured vessels of larger size. Adrenochrome is the 
oxidation product of adrenalin.** Until recently it 
was insufficiently stable to use commercially. Now, 
however a stable form, the monosemicarbazone of 
adrenochrome, has been developed.1' This form is 
stable and may be solubilized by salt complexing with 
sodium salicylate. 

Since many diabetics exhibit hemorrhagic tenden- 
cies, particularly in retinitis in which Adrenosem* 
is used regularly,?? a determination of its effect on 
the diabetic state is of great interest. Adrenosem* 
is used in diabetics to control exudative processes 
and bleeding, either as a primary medication (in 
which case it may be taken for a long period of 
time) or as a preliminary medication before the use 
of intramuscular trypsin. Trypsin is usually contra- 
indicated when hemorrhagic tendencies are present, 
but may be used after pre-medication with Adreno- 
sem. #27 


*Adrenochrome monosemicarbazone, supplied as Adrenosem by 
the S. E. Massengill Co., Bristol, Tennessee. 
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Adrenosem 


It was therefore thought desirable to discover 
whether Adrenosem* would cause elevation of the 
blood sugar or modification of the insulin absorption 
rate in rabbits. It was found that large doses (35 
times therapeutic dose) in rabbits did not raise the 
blood sugar nor affect insulin absorption rate. Some 
of the rabbits used were pre-medicated for a period 
of four days with thirty-five times the human dosage 
level of Adrenosem*. This is in accordance with 
results of long continued high dosage of Adrenosem* 
in a controlled diabetic which showed no effect on 
the insulin dosage required.*® 

The effect on rabbit blood sugar is noted in 
Figure 5. 


HISTAMINE (as an insulin additive) 


Certain of the simple proteins (protamine) such 
as salmine and clupeine, which may be used to 
modify insulin for forming complex salts with less 
solubility at the pH of the blood, yield histidine on 
hydrolysis. Thus, they are related to simple amino 
acids. Histidine itself does not affect absorption time 
of insulin, but histamine, a closely related chemical 
compound,*' speeds up the absorption of insulin in 
both man*® and rabbits, probably due to its specific 
pharmacodynamic action.*! The increased absorption 
rate of insulin with histamine is demonstrated in 
Figure 6. 


In summary, insulin additives may be arranged 
under three headings as follows: 


*Adrenochrome monosemicarbazone, supplied as Adrenosem by 
the S. KE. Massengill Co., Bristol, Tennessee. 


DELAY OF INSULIN 


FASTER INSU- 


LIN EFFECT NORMAL EFFECT EFFECT 
Histamine Ergot derivative | Gulcagon 
(reported) (reported) 
Zinc (old form) 
Adrenochrome 
(reported) Zinc (new form) 


Aluminum Po- 
tassium Sulfate 


Globulin 


Hexamethylene 
Tetramine 


Protamine 


NPH 


In conclusion it has been reported, based on rabbit- 
insulin studies, that the adrenochrome and the ergot 
derivative do not affect insulin absorption while hista- 
mine speeds up insulin absorption. The position of 
the reported substances in the orientation of the known 
literature of some principal insulin affectors has been 
defined. 
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OBSTETRICS 
Mumps In Pregnancy 
Schwartz, H. A., Am. ]. Obst. & Gynec, 60:875, 1950 


The author observed cight pregnant patients who 
contracted mumps during gestation and two such pa- 
tients in whom mumps was suspected. One patient 
aborted but the remainder went to term and were 
delivered of normal infants. This is in contrast to 
scattered reports of congenital anomalies in infants 
whose mothers acquired mumps during early preg- 
nancy. 


Clinical Clippings, December, 1950. 
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The Significance of the Free Serum lodide Level in the 
PBI Determination 





By J. A. HANCocK, PH. D.,* TEXAS WESTERN COLLEGE, EL. PAso 


In well over a thousand P, B. I. and F. S. I. de- 
terminations carried out in the laboratory at Provi- 
dence Memorial Hospital in the past two years, using 
a modified“) method of O'Neal and Simms‘), it 
has been noted that a significant percentage of the 
euthyroid P. B. I. levels, four to eight gamma per 
cent, have been accompanied by a low F. S. I. level 
in comparison to the established norms of from two 
to four gamma per cent. A possible explanation of 
this phenomenon is hereby presented along with other 
pertinent. observations regarding the F. S. I. levels 
and their effect upon the reported P. B. I. values. 


Low F. S. I. Levels 


The F. S. I. level indicates the micrograms (gam- 
ma %) of free iodide per 100 ml. of serum. This 
is the “iodine’’ which is available to the thyroid for 
the production of thyroxine, its precursors and related 
physiologically active compounds, and without which, 
the thyroid cannot function properly. While the ac- 
cepted range for the F. S. I. is from two to four gam- 
ma, these values were determined in the most part 
in areas which are not ‘‘iodine deficient’’; e. g., Los 
Angeles and other costal areas. Since El Paso lies 
in an iodine deficient area, it is to be expected that 
the norm for the F. S. I. value would be lower than 
that in iodine rich ereas. The chemical significance 
of a low F. S. I. value is substantiated by the high 
incident of goiter in iodine deficient areas. The log- 
ical chemical interpretation of a low F, S. I., around 
one gamma per cent, with a low normal P. B. L, 
around four gamma per cent, would be that an in- 
crease to normal levels in the F. S. I. would result in 
a corresponding increase in the P. B. I. This effect 
has been noted in a few of the cases followed, and 
it is felt that further investigation along this line is 
indicated. 


High F. S. I. Levels 


In the normal case of hyperthyroidism, the P. B. I. 
level is significantly elevated (from eight to twenty 
gamma per cent) while the F. S. I. level remains 
substantially normal, seldom over 6 gamma per cent. 
Because of the nature of the method of determining 
the P. B. I. value, abnormally high F. S. I. levels 
are reflected in the P. B. I. report. At the present 
time, the interpretation of the F. S. I. ahd P. B. I. 
levels is left to the attending physician, The effect 
of a high F. S. I. level, caused by an extraneous source 
of iodine such as medication, upon the determined 
P. B. I. value has been investigated in this laboratory, 
and an adsorption isotherm for moderate elevations 
of the F. S. I. versus apparent P. B. I. values deter- 


* Professor of Chemistry, Texas Western College and Chemical 
Consultant, Providence Memorial Hospital, El Paso, Texas. 
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mined. When the data warrants, P.B.1I. reports should 
carry not only the observed P. B. I. and the F. S. I. 
value but also the ‘‘corrected’’ P. B. I. value as de- 
termined from the adsorption isotherm. 


Iodine compounds used in X-ray studies elevate 
the F. S. I. value to such extreme levels that its effect 
on the P. B. I. cannot be determined. The period re- 
quired for the clearing of these componuds seems 
to vary from patient to patient and with the type 
compound used. Generally, three to six months is 
sufficient, although one case of over 18 months still 
shows a F.S.I. and a P.B.I. of greater than twenty 
gama,—the terminology used to indicate iodine con- 
tamination, and thus, an invalid determination. 


P. B. I. vs. B. M. R. 


The P. B. I. and F. S. I. together require one ml. 
of serum which may be obtained under all normal 
circumstances ; €.g., fasting is not required and mod- 
erate hemolysis of the serum specimen does not in- 
terfere with the determination. Exercise, emotional 
stress, smoking, etc. have no effect upon the P. B. I. 
level. While there is no hard or fast rule or guide 
to convert P. B. I. and F. S. I. values to the conven- 
tional B. M. R. values, a careful consideration of both 
the P. B. I. and F.S.I. values does allow an ap- 
proximation to an equivalent B.M.R. value that 
would not be in error by more than one or two units. 
1 Hancock, J. A., Southwestern Medicine, 36: 168 (1955) 

2 phon L. W. and Simms, EF. S., Am. J. Clin, Path., 23: 493 


Changing Concepts .... . 

(Continued from page 419) 
jury. Three were scorpion, two Black Widow, and 
one unknown; all treated by the method previously 
outlined. In addition there were two cases of scorpion 
sting and one of Black Widow bite in which Prom- 
azine was used to alleviate pain or apprehension. Prom- 
azine seemed to work satisfactorily, however, it is 
obvious that three cases is an inadequate series for 
evaluation. Promazine is to be tried further, and a 
report on it will be made at a later date. 


Also since preparation of this report, Dr. Stahnke 
has finished his report on meperidine synergism*, and 
it is being published. Meperidine shows greatest syner- 
gism with the venom of the scorpion, Centruroides 
Sculpturatus, and a definite but not so great a syner- 
gism with the venom of the rattlesnake, Crotalus 
Atrox. 

References 
1. Stahnke, H. L., Personal observation of these studies. 
. Stahnke, H. L., Personal Communication, 1955 and 1956. 


3. Stahnke, H. L., Synergism of Demerol with Venom, Arizona 
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Clinical Note on the Medical D. & C. 


By JosePH B. Rappin, M. D., PHOENIX 


A medical D. & C. consists of the intramuscular 
injection of 25 mg. of progesterone in oil daily for 
three successive days. For obese women 50 ing. fol- 
lowed by another 50 mg. dose in 48 hours is sug- 
gested. Within three or four days a rather profuse 
menstrual-like uterine bleeding lasting seven to ten 
days is to be expected. This requires no therapy, 
but if the amount of flow is alarming, an additional 
dose of progesterone can be administered. 


This menstrual-like flow will begin a few days 
following therapy even in cases of prolonged amenor- 
rhoea unless conception has occurred. It is also a re- 
liable test for pregnancy. If no bleeding occurs, 
pregnancy is probable. If conception has occurred 
it will be protected and the nausea and vomiting of 
early pregnancy relieved. Any tendency to spontane- 
ous abortion or miscarriage will also be counteracted. 
Rarely bleeding will be induced from a pregnant 
uterus but never is an abortion started. 


Indications 


Indications for the medical D. & C. are numerous. 
The more important are suggested: 


1. Mild or moderately severe but prolonged men- 
strual bleeding is promptly controlled. 


2. In severe uterine hemorrhages, intravenous es- 
trogen (premarin) followed by 75 or 100 mg. of 
progesterone in oil in divided doses as suggested is, 
with few exceptions, always successful. 


3. Hormone imbalances causing amenorrhoea or 
normal menses alternating with profuse menstrual 
hemorrhages are controlled promptly. Pregnant mare 
serum hormone, thyroid gr. i and stilboestrol 0.10 
mg. is indicated therapy and should promptly be 
prescribed to regulate future menstrual periods. 


4, Vaginal bleeding due to menopausal estrogen 
therapy or estrogen withdrawal bleeding is quickly 
controlled. . : 


Irregular uterine bleeding due to carcinoma of the 
fundus, for which surgical D. & C. may be indicated 
as a diagnostic procedure, should not be confused with 
the indications for a medical D. & C. It is only men- 
tioned because the history and inspection of the cervix 
should make clear whether the medical or surgical 
procedure is indicated. 


Summary 


Recurrent vaginal hemorrhages as well as amenor- 
thoea are commonly due to hormone imbalances and 
should be so treated. Hysterectomy is no longer in- 
dicated for uterine hemorrhage except when due to 
myoma of the uterus. Surgical D. & C. should be a 
diagnostic procedure for carcinoma, not a therapeutic 
measure for uterine hemorrhages due to sex endocrine 
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gland disorders. The medical D. & C. is a reliable 
test for pregnancy. Hormone therapy will cure en- 
docrine causes of amenorrhoea and menorrhagia when 
prescribed after the medical D. & C. 


Growth of A Diagnostician 


First Year: 


The patient's symptoms: “At the beginning of the 
affection, I was tormented by intolerable headaches 
with continual swooning, but without loss of sense or 
of reason. Then I felt a numbness all over the body.” 

Examination revealed: ‘‘His tongue was coated 
with whitish sticky rust, and little by little suffered 
much heat and great pains. The nose and lips were 
the seat of frequent pain and on them appeared little 
blisters . . . His legs were heavy, weak and feeble, 
so that it was difficult to walk . . . His head trembled 
in such a way that with a single movement of his 
body, without holding to anything, he would fall on 
the floor without losing his senses. The bowel move- 
ments were difficult . . . All his body, especially his 
hands were blackish, scabby and terrible.” 

Past history revealed that his diet consisted of corn 
meal, fat and molasses. — Gasper Casal, 1735. 


Second Year: 


An infectious epidemic appeared in the town of 
Messina, Italy: ‘‘Because of an infection of the breath 
passed around among them as they talked, one so 
infected another that all were seen as if racked with 
pain, and, in a measure, severely shaken . . . pustules 
appeared on the thigh or arm in the manner of 
lenticulae, which thus infected and penetrated the 
body, wherefore they violently spat forth blood; after 
spitting for three days incessantly without any cure 
for the dreaded disease, they departed from life; and 
not only did whoever talked to them die, but indeed 
whoever bought, touched, or seized anything belong- 
ing to them.’”” — Michele Piazza, 1347. 


Third Year: 


“In a man, aged 46, vesications first appeared on 
the scrotum and about the groins, during the month 
of October 1789; the eruption afterwards extended to 
other parts of the body, and to the tongue: it was 
removed in about two months. He continued free 
from complaint till February 1790, when a few vesi- 
cations appeared on his wrists; others arose on nis. 
arms, neck, sides, scrotum, and lower extremities. 
Those on the legs were slightly inflamed, and their 
contents became turbid from an admixture of pus: 
the rest were pellucid, and without any redness or 
inflammation around them, The disorder continued 
nearly three months: after it had disappeared, the 
patient enjoyed good health but he was again affected 
with the eruption, at at latter end of June, in the year 
1790.” — Robert Willan, 1808. 
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Suicidal Miltown, Hazard of 
Overhydration in Treatment 


By W.E. LocknHart, M. D., ALPINE, TEXAS 


A healthy young widow with a history of alcohol- 
ism and two previous attempts at suicide swallowed 
92 tablets of Miltown (Meprobamate) each 400 
mgm., a dose of approximately 615 mgs. per kilo- 
gram. Attempts to lavage the stomach failed because 
of respiratory obstruction, and consciousness was lost 
in less than an hour. She developed a flaccid paralysis 
with normal heart beat and respirations. Blood pres- 
sure dropped to 70/40 and respirations increased 
to 26. She would not respond to stimulation, but 
frequent swallowing movements were noted. At 17 
hours she began vomiting a bloody gastric fluid, and 
respiratory obstruction was so severe that a tracheo- 
stomy was done. At 40 hours she awoke and ex- 
pressed a desire not to live and was carried by am- 
bulance to a psychiatric hospital. 


Rationale 


We had no previous experience with suicidal dos- 
age of Meprobamate; so the rationale of treatment 
was to maintain an air-way, support the fallen blood 
pressure, promote diuresis and protect the liver with 
dextrose and vitamins, Continuous nasogastric suc- 
tion was attempted but was ineffective because of 
mucus. Despite the fact that she had probably swal- 
lowed a volume of water with the tablets and that 
in the first forty hours we gave 5,000 cc of dextrose 
in normal saline and 2,000 cc of dextrose in water, 
the kidneys produced cnly 300 cc. of urine, which 
was normal on analysis. Thus, in our efforts to sup- 
port the circulation and renal function we inadvertent- 
ly over-loaded the patient with water and sodium. 


Interstitial Fluid 


It is probable that during the flaccid paralysis a 
considerable volume of interstitial fluid was contained 
in the relaxed muscles; and as soon as muscle tone 
was restored this fluid was returned to the circula- 
tion, which became over-loaded and resulted in pul- 
monary edema. Despite every effort to overcome the 
pulmonary edema the patient died 117 hours after 
taking the Meprobamate. 


Summary 


In the lay mind tranquilizing drugs are ‘‘sleeping 
pills” and will be often used as suicidal agents. 
Meprobamate is not very toxic, and treatment should 
be conservative. The hazard of over-loading the cir- 
culation with water and sodium should be avoided. 
Meprobamate is effective for psychic tension of al- 
coholism but is not effective in depression. 
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The Truth About Cancer 
Charles S. Cameron, M. D. 


Medical and Scientific Director, 
American Cancer Society 


Prentice-Hall, Inc., Publishers - ($4.95) 


For many years there has been considerable con- 
troversy among doctors about the mass education pro- 
gram of the American Cancer Society. A recent sur- 
vey by the National Opinion Research Center shows 
that, while the average family physician has reserva- 
tions about some aspects of the cancer program, he is 
generally sympathetic with both the content and the 
method of its educational activities.s This survey, the 
results of which were published in the Journal of the 
American Medical Association, March 31, 1956, 
reveals that most physicians feel that it is very im- 
portant for the public to be better informed than it 
is about cancer. For the first time, a book has been 
published that can supply this information. 


In this unique book, The Truth About Cancer, the 
author makes the terse statement that the truth about 
cancer is that cancer is twice as curable as the present 
cure rates show. The author emphasizes that ignorance 
and fear are more deadly than cancer itself. 80,000 
lives could be saved each year, if fear and ignorance 
could be eliminated. The culpability of the physician 
who delays treatment, or censure of the physician 
who ridicules the routine physical examination, is not 


included, 
Complete Index 


The text, comprising 268 pages, with a complete 
index, discusses in a very simple, and yet authoritative 
and enlightening manner, many of the problems that 
confuse the layman about cancer. A definition and 
description of the various types of malignancy are 
discussed in a plain and forthright manner. The 
author discusses various known causes of cancer, and 
describes in considerable detail the types and phases 
of research that are being carried out at the present 
time. 


One chapter includes a discussion of some of 
the common misconceptions about cancer; and there 
is a very excellent discussion about cancer quacks, 
and how they function, and why so many persons 
with cancer are victimized each year. 


The text-is well illustrated, and there are several 
excellent color reproductions. 


This is the book that you can recommend to your 
patients as an authoritative and unique presentation 
of facts about cancer. 

MAYNARD S. Hart, M. D., Et Paso 
SOUTHWESTERN MEDICINE 








